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Executive Summary
Around the world, people celebrate the birth of a new baby. Societies ex-
pect women to bear children, and honor women for their role as mothers.
Yet in most of the world, pregnancy and childbirth is a perilous journey.
In less developed countries, more than half a million mothers die each
year from causes related to this life-giving event. These deaths are only
part of this tragic picture: For every woman who dies, about 30 suffer
from devastating health problems such as infertility and damage to their
reproductive organs. Ninety-nine percent of these deaths occur in less
developed regions, and most are due to inadequate medical care at the
time of childbirth. This tragedy need not continue.

Evidence shows that motherhood can be safer for all women. Over the
past decade, experts have largely come to agree on a set of lifesaving
strategies that can work even in low-resource settings. What remains is for
governments to commit to making safe motherhood a priority.

Research shows that women’s lives can be saved and their suffering re-
duced if health systems could address serious and life-threatening com-
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Maternal Death Ratios

No data

Figure 1. Maternal Deaths per 100,000 Live Births, 1995

Source: WHO, UNICEF, and UNFPA, Maternal Mortality in 1995: Estimates Developed by WHO, UNICEF, and UNFPA (Geneva: WHO, 2001).
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plications of pregnancy and childbirth when they occur. One of the best
ways to do this is to make sure that women receive skilled care at deliv-
ery. Only about half of deliveries in less developed countries take place
with the assistance of skilled health personnel. Providing skilled care
means ensuring that health professionals such as doctors, nurses, or mid-
wives can manage normal deliveries and treat the life-threatening compli-
cations of pregnancy and childbirth. With support from functioning
health and transportation systems, these professionals can treat or stabi-
lize women and refer them for appropriate care. 

Ensuring that women receive skilled care at delivery is an essential part of
safe motherhood programs. Skilled care, however, can only be effective in
the context of health systems that address women’s health needs and the
obstacles women face en route to emergency care.  

Effective health systems make obstetric care available to all women, in-
cluding surgical and technical interventions required to treat life-threaten-
ing conditions during pregnancy, delivery, and after childbirth. Antenatal
care, among other services, can play a role in detecting and treating some
complications of pregnancy. Contraceptives prevent maternal deaths by
reducing women’s exposure to the risks of pregnancy and childbirth.
Preventing unintended pregnancies protects women, since unsafe abor-
tions cause about a quarter of all maternal deaths. Contraceptives also
allow women to delay motherhood, space births, and protect themselves
from sexually transmitted infections—including HIV/AIDS.

The existence of skilled care, however, does not guarantee its use. Women
face multiple delays in seeking and receiving lifesaving care when they
need it. Women miss the opportunity to receive lifesaving care when they
do not recognize the signs of life-threatening complications (Delay One);
when they postpone deciding to seek care (Delay Two); when it takes too
long to reach appropriate care (Delay Three); and when they receive
substandard or slow care at health facilities (Delay Four).

Diminishing these delays requires policy commitment and actions at the
local and national levels, but is feasible even in low-income settings.
Reducing maternal deaths requires well-coordinated and sustained efforts.
Governments and communities can work to make motherhood safer by
assessing local conditions and building on existing resources and health
care networks, by monitoring progress, and by helping women overcome
the obstacles to receiving lifesaving care. A large body of research and
program experiences demonstrates that pregnancy and childbirth need not
put most women at significant health risk. What remains is to build sup-
port and commitment to make the process of bringing new lives into the
world safer for mothers.

Executive Sum
m

ary
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To make motherhood safer, maternal health experts recommend the following policy 
options. Decisionmakers should choose options relevant to their countries.

Delay One. Help women and their families recognize danger signs by
� Raising awareness in communities about the signs of life-threatening complications; and
� Educating women, their partners, and their families about when and where to seek care

for complications.

Delay Two. Help women and their families decide to seek care by
� Encouraging families and communities to develop plans of action in case of obstetric

emergencies;
� Raising women’s status so that they are empowered to make critical health decisions;
� Enhancing links between communities and health care providers;
� Improving relationships between traditional healers and skilled health care providers;
� Improving the interpersonal skills of health care providers by using information about

how the community defines quality of care; 
� Educating women and their families about where to seek care for complications;
� Encouraging communities to create insurance schemes to pool the costs associated with

emergency care; and
� Encouraging the use of health care facilities by adolescents, single or unmarried women,

and ethnic and linguistic groups who are reluctant to use services because of sociocultural
barriers.

Delay Three. Help women reach appropriate care by
� Encouraging communities to create emergency transportation plans;
� Upgrading roads and other transportation systems; 
� Enhancing referral systems between communities and health care providers; and
� Establishing maternity waiting homes.

Delay Four. Make sure women receive care at health facilities by
� Upgrading the quality of care at health facilities, including improving providers’ technical

and interpersonal skills, motivation, and performance;
� Establishing national protocols for treating obstetric complications;
� Training health facility staff to recognize and admit patients with life-threatening 

complications;
� Ensuring adequate and sustainable supplies of emergency medicines, essential equipment,

blood, and staffing levels at health facilities;
� Providing 24-hour service at facilities that provide emergency obstetric care;
� Enhancing referral systems between communities and health facilities;
� Improving communication between the units that provide care in order to generate more

referrals; and
� Ensuring that the national curricula for health providers include practical components

about treating obstetrical emergencies. 
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Introduction

Introduction

“No country sends its soldiers to war to protect their country with-
out seeing to it that they will return safely, and yet mankind for 
centuries has been sending women to battle to renew the human 
resource without protecting them.”

—Fred Sai, former president of the International Planned Parenthood Federation1 

Around the world, people celebrate the birth of a new baby. Societies ex-
pect women to bear children, and honor women for their role as mothers.
Yet in most of the world, pregnancy and childbirth is a perilous journey.
In less developed countries, more than half a million mothers die from
causes related to this life-giving event each year. For many women,
motherhood spans decades. The period when mothers are most at risk of
death, however, is during pregnancy, delivery, and the 42-day period fol-
lowing childbirth. 

Evidence shows that motherhood can be safer for all women.2 Over the
past decade, experts have largely come to agree on a set of lifesaving
strategies that can work even in low-resource settings.3 Governments
around the globe have signed international conventions that advocate sig-
nificant reductions in maternal mortality.4 In 2000, however, the United
Nations General Assembly acknowledged that “despite progress in some
countries, rates of maternal mortality and morbidity remain unacceptably
high in most countries.”5 What remains is for governments to commit to
making safe motherhood a priority. 

This booklet describes the current status of maternal health; gives an
overview of efforts to address maternal morbidity (injuries sustained dur-
ing pregnancy and childbirth) and mortality at the international level; sug-
gests ways that governments can reduce maternal mortality; and highlights
individual programs that are working to overcome the obstacles to mater-
nal survival. The focus is on success, as illustrated by stories of women
whose lives were saved by innovative programs. 



6 Making Motherhood Safer

Extent of the Problem
The most recent figures from the World Health Organization, which re-
leases revised global maternal mortality estimates about every five years,
estimate that 515,000 women die annually from maternal causes.6 Ninety-
nine percent of these deaths occur in the less developed world, making
maternal mortality the health indicator that reveals the largest disparity
between developing and developed countries.7 The situation is most dire
for women in sub-Saharan Africa, where one of every 13 women dies of
pregnancy-related causes during her lifetime, compared with only one in
4,085 women in industrialized countries (see Table 1).

Tragically, these deaths are just part of the picture. For every woman
who dies, approximately 30 more women suffer injuries, infection, and
disabilities during pregnancy or childbirth—at least 15 million women a
year. The cumulative total of those affected has been estimated at 300
million, or more than a quarter of adult women in the developing world.8

These pregnancy-related health problems include severe anemia, infertil-
ity, and damage to the uterus and reproductive tract sustained during
childbirth.9 Obstetric fistula (tears between the vagina and the urinary
tract or rectum that cause permanent incontinence if not treated) are es-
pecially devastating.10 Many women are too ashamed to speak about these
and other conditions or to seek treatment for them.11 This “culture of si-
lence” is exacerbated in settings where women are not empowered to
make choices and act freely to take care of their health.12

Table 1. Women’s Lifetime Risk of Death From Pregnancy, 1995

Region Lifetime Risk of Death

Sub-Saharan Africa 1 in 13

South Asia 1 in 54

Middle East and North Africa 1 in 55

Latin America and the Caribbean 1 in 157

East Asia/Pacific 1 in 283

Central East Europe/Commonwealth
of Independent States and Baltic States 1 in 797

Industrialized countries 1 in 4,085

Source: World Health Organization (WHO), United Nations Children’s Fund (UNICEF), and United
Nations Population Fund (UNFPA), Maternal Mortality in 1995: Estimates developed by WHO,
UNICEF and UNFPA (Geneva: WHO, 2001).
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Causes of Maternal Death
The majority of maternal deaths occur after childbirth—most within 24
hours. About a quarter take place during pregnancy, and about 15 percent
happen at the time of delivery.13 The most common medical cause is hem-
orrhage, a swift and severe loss of blood before, during, or after delivery. 

Hemorrhage is considered a “direct” cause of death, because it is directly
associated with pregnancy and childbirth. Four-fifths of maternal deaths
are due to direct causes: hemorrhage, infection, complications related to
unsafe abortion, and hypertensive disorders. (For more on the relation of
unsafe abortion to maternal mortality, see Box 1, page 8.) Figure 2 shows
how much each of these direct causes contributes to maternal mortality.14 

The remaining 20 percent of ma-
ternal deaths have indirect causes,
conditions that are aggravated by
pregnancy, such as malaria, ane-
mia, or diabetes.15

Most of the deaths from the direct
causes could be prevented if
women received skilled care at 
critical moments during pregnancy
and childbirth. Unfortunately,
many women deliver without the
assistance of a skilled attendant—a
health professional such as a doc-
tor, nurse, or a midwife who can
manage normal deliveries and treat
the life-threatening complications
of pregnancy and childbirth or sta-
bilize and refer women for appro-
priate care.16 Experts estimate that

about 15 percent of deliveries have complications that require skilled 
medical intervention. Yet only about half of deliveries in less developed
countries currently take place with a skilled attendant present.17 

Maternal mortality is influenced by the social, economic, and political
context of the health care system and the cultural and biological realities
of women seeking care. This complex interaction means that even when
skilled care is available, women may not seek it out or receive it.18 At sev-
eral stages of the journey through pregnancy and childbirth, women face
delays in receiving skilled care. These delays pose barriers to safe mother-
hood.19 Women and their families or caregivers may not recognize the
warning signs of life-threatening complications. Women may have diffi-

Obstructed
Labor

11%

Hemorrhage
34%

Infections
21%

Unsafe
Abortions

18%

Hypertensive
Disorders

16%

Figure 2. Direct Causes of Maternal Deaths

Source: World Health Organization, Reduction of Maternal Mortality: A Joint
WHO/UNFPA/UNICEF/ World Bank Statement (Geneva: WHO, 1999).
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Box 1. Abortion, Family Planning, and Maternal Mortality 

About 13 percent of maternal deaths world-
wide are due to complications related to unsafe
abortion,1 although in some areas the figure is
as high as one-third. Many of these deaths
occur in countries where abortion is legally re-
stricted, leading to procedures performed
under unsafe conditions. The World Health
Organization estimates that 19 out of every 20
unsafe abortions take place in the less devel-
oped regions of the world.2 These statistics
may be underestimates, because unsafe abor-
tion is probably responsible for many deaths
that are attributed to nonmaternal causes. 

Contraceptives prevent maternal deaths by re-
ducing the number of times women go through
pregnancy and childbirth.3 They also provide
significant protection for women by preventing
unintended pregnancies, which often end in un-
safe abortions. These in turn can threaten the
life of the mother or lead to infertility and relat-
ed social stigma, such as the threat of abandon-
ment. Contraceptives also allow women to delay
motherhood, space births, and protect them-
selves from sexually transmitted diseases—in-
cluding HIV/AIDS (with condoms).

Regardless of the legal status of abortion,
high-quality postabortion services for treating
and managing the complications of abortion
can save many lives.4 Women who undergo un-
safe abortions may need medical care for com-
plications such as sepsis, hemorrhage, and

trauma. Long-term health problems include
pelvic inflammatory disease and infertility.5

Postabortion care reduces maternal mortality
and morbidity by providing emergency treat-
ment of abortion complications, family 
planning counseling and services, nondiscrimi-
natory treatment, and links to reproductive
health services. 

In Egypt, a project improved postabortion
medical care and increased the use of family
planning by postabortion patients in the 
obstetrics and gynecology wards of two hospi-
tals.6 The project encouraged the use of manu-
al vacuum aspiration under local anesthesia,
which has been shown to be the most cost-
effective and medically sound treatment for in-
complete abortion. The project also increased
providers’ and patients’ knowledge about the
danger signs of complications associated with
incomplete abortion and improved counseling
of patients by hospital staff about obtaining
contraceptive methods. While few patients
were counseled about family planning options
before the study intervention, more than half
of the patients discussed contraception with
their providers afterward. The project also had
a strong positive impact on infection control
procedures. For example, while the preinter-
vention survey found that only 60 percent of
physicians performed surgical procedures using
sterile gloves, the practice of using them be-
came nearly universal after the study.

1. Ann Starrs, The Safe Motherhood Action Agenda: Priorities
for the Next Decade (Washington, DC: Family Care
International, 1998): 56.

2. “Unsafe abortion—A Major Public Health Problem,” Safe
Motherhood 28, no. 1 (2000): 4.

3. Barbara Shane, Family Planning Saves Lives (Washington,
DC: Population Reference Bureau, 1997): 1.

4. Jerker Liljestrand and Kristina Gryboski, “Maternal
Mortality as a Human Rights Issue,” in Reproductive Health

and Rights: Reaching the Hardly Reached (Washington, DC:
PATH and the Women’s Reproductive Health Initiative, 2001). 

5. “Unsafe Abortion a Worldwide Problem,” Safe Motherhood
28, no. 1 (2000): 1. 

6. Dale Huntington, Ezzeldin Osman Hassan, Nabil Attallah,
Nahid Toubia, Mohamed Naguib, and Laila Nawar,
“Improving the Medical Care and Counseling of Postabortion
Patients in Egypt,” Studies in Family Planning 26, no. 6
(1995): 350-62.

References



culty reaching a decision to seek medical care; they also may fear rude
treatment, high fees, or substandard care at health facilities. Women may
also face delays in reaching health facilities in time. Even deliveries in
health facilities may be needlessly risky because of poor-quality obstetric
care and the lack of medical supplies or blood. These delays are interrelat-
ed and reflect a country’s level of socioeconomic development.

Consequences of Maternal Morbidity and Death
Because the vast majority of women who die from or are seriously injured
by maternity-related causes are in the prime of life, their illnesses and
deaths have dire social and economic consequences for both families and
communities. Families forgo a woman’s crucial role in household manage-
ment and care for children and other family members. Consequently,
families that lose mothers are likely to suffer declining nutritional status.20

Surviving children may have lower rates of school enrollment.  Maternal
disabilities related to pregnancy and childbirth, such as anemia and mal-
nutrition, also influence child health. Babies born to malnourished
mothers are more likely to have low birth weights, which are associated
with developmental delays, disabilities, and early death.

Research has shown that newborns whose mothers die are less likely to
survive.21 Insufficient maternal care during pregnancy and delivery is
largely responsible for the estimated 8 million stillbirths and newborn
deaths that occur around the world each year. These deaths occur just
before or during delivery or within the first week of life.22

Older children’s survival is also affected by the loss of their mothers. A
study in Bangladesh, for example, showed that children under age 10
were up to 10 times more likely to die following the death of their
mothers than those whose mothers were alive.23 When a maternal death
occurs, the woman’s community loses a productive member and her paid
or unpaid labor. Her country loses its investments in the woman’s health
and education, and forgoes her contributions to the economy. 

Finally, the complications of pregnancy and childbirth place a significant
burden on health systems. Deaths and injuries sustained during pregnan-
cy and childbirth contribute significantly to the total burden of repro-
ductive ill-health. According to a study on the global burden of disease,
maternal causes constitute 50 percent of the burden of poor reproductive
health.24 Reproductive health is defined as a state of complete physical,
mental, and social well-being and not merely the absence of disease or
infirmity in all matters relating to the reproductive system and to its
functions and processes.25

Making Motherhood Safer    9
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“Motherhood and childhood are entitled to special care and 
assistance.”

— Article 25, 1948 Universal Declaration of Human Rights

Since the 1948 Universal Declaration of Human Rights, at least 14 inter-
national conventions and conferences have affirmed and reaffirmed safe
motherhood as a right and identified the central role of safe motherhood
interventions in women’s health. By adopting these conventions, govern-
ments have pledged to improve maternal health and can be held account-
able for putting these plans into action.

One of the strongest voices advocating for reduced maternal mortality is
the Safe Motherhood Initiative (SMI).26 This alliance of international and
nongovernmental organizations, founded in 1987, works to raise aware-
ness, set priorities, stimulate research, mobilize resources, provide techni-
cal assistance, and share information. SMI cooperates with governments
and nongovernmental partners from more than 100 countries. During the
initiative’s first decade, the partners developed model programs, tested
new technologies, and conducted research in a wide range of countries
and settings. 

The initiative’s initial goal was to cut maternal mortality in half by the
year 2000. During the 1990s, several international agreements set similar
or more demanding aims for reducing maternal mortality.27 Beyond these
statistical goals, the 1994 Programme of Action of the International
Conference on Population and Development called more broadly for “the
right of access to appropriate health care services that will enable women
to go safely through pregnancy and childbirth.”28 If governments made
the right of access to maternity care a priority, far fewer women would
die in childbirth. 

In the 1980s and early 1990s, policymakers focused on interventions they
hoped would save women’s lives: antenatal risk screening and training
unskilled traditional birth attendants (TBAs). Experts now recognize,
however, that while antenatal care can provide a good setting in which to

International Support for
Safe Motherhood Policies
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detect and treat certain conditions that pose risk to women,29 most
women who die are not from categories classified as “high-risk.” Because
every woman is at risk of complications that are impossible to predict,
the “risk approach” is no longer recommended.30 The new model for an-
tenatal care features visits focused on actions known to save women’s
lives, including providing links to the health system and counseling about
what to do if life-threatening complications develop31 (see Box 2, page
12). Researchers are also currently reassessing the effectiveness of train-
ing unskilled TBAs. Without medical education, supplies, and equip-
ment, these members of the community can assist at normal deliveries
but often cannot handle life-threatening complications.32 In settings
where women commonly give birth at home with TBAs, researchers now
recommend training the TBAs to recognize life-threatening complica-
tions and to refer women in need of emergency care to skilled providers.
In some countries, experts recommend phasing out the role of the TBA
in favor of more highly skilled health care workers.

What Governments Can Do
There is a common perception among governments and donors that safe
motherhood programs are expensive.33 According to World Health
Organization cost estimates, however, a Mother-Baby package, or a com-
prehensive safe motherhood program developed using existing resources,
would cost just US$3 per person per year for a low-income country.34

Furthermore, a recent report shows that even in low-resource settings,
maternal deaths can be decreased if there is strong political commitment.
A comparison of 64 countries showed that declining maternal death rates
were closely associated with factors such as the proportion of births at-
tended by trained health personnel, rather than with measures of wealth.
The study concluded that “... ultimately, the critical need may be one of
generating sufficient political and social will at international and national
levels to overcome this avoidable tragedy.”35

Honduras provides an example of a country that achieved improved ma-
ternal health by making a concerted commitment to safe motherhood.
When a 1990 study of maternal mortality revealed a shockingly high
level of maternal deaths, the government made reducing maternal mor-
tality a public health priority. To implement this new policy, the Ministry
of Health 
� Made emergency obstetric care available in more rural health centers

and in district hospitals;
� Increased the number of health personnel allocated to remote areas,

set up birthing centers in remote areas, and improved referral of
women with obstetric complications to these facilities; 

International Support for Safe M
otherhood Policies
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� Trained TBAs to recognize obstetric emergencies, and promoted their
integration into the health system by allowing them to stay with the
women they had accompanied to the hospital; 

� Worked with communities to increase acceptance of and demand for
hospital deliveries. Several communities now maintain maternity waiting
homes attached to hospitals for women who live in distant communities
and either have been referred for, or requested, a hospital delivery; and 

� Upgraded emergency transportation, roads, and communication systems. 

Honduras nearly halved its maternal mortality ratio between 1990 and
1997, according to a report published in 2000.36 These improvements could
not have happened without the commitment of policymakers and a coordi-
nated effort to strengthen the ability of the entire health system to improve
maternal survival. In 2001, the Honduran government has allocated more
than 7 percent of the gross domestic product to health and social services,
which is a greater percentage than most countries in Latin America.

Box 2. A New Role for Antenatal Care

During the past decade, experts realized that access to and
use of antenatal care are not effective means of predicting
which women are likely to develop life-threatening compli-
cations during pregnancy and childbirth.1 Risk screening
incorrectly identifies many women who do not develop
complications as “high-risk,” while it misses many women
who subsequently develop complications.2 While it may be
possible to detect and treat chronic conditions such as ane-
mia, diabetes, and high blood pressure during pregnancy,
even a trained provider cannot predict most obstetric
emergencies. Risk screening also creates a false sense of
security for women in the low-risk group, who health
workers assume will have normal deliveries.

Antenatal care can, however, provide an essential link be-
tween women and the health system and can provide other
essential health services.3 Researchers now recommend four
antenatal care visits focused on the following interventions
that are known to be effective: 
� Counseling about the danger signs of pregnancy and 

delivery complications and where to seek care in case 
of emergency; 

� Where iron deficiency and anemia are high, supplying
iron and folate supplements;4

� In countries where vitamin A deficiency is prevalent,
supplying low-dose supplements of vitamin A;5

� Providing advice on proper nutrition during pregnancy;6

� In certain settings, providing treatment for conditions
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Deficiency and Anemia in Pregnancy on Maternal Health, the Foetus, and
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Governments can save mothers’ lives by assessing local conditions, moni-
toring how maternal health care programs are working, strengthening ex-
isting facilities and resources, and addressing the obstacles that women
face in receiving lifesaving care. None of this can be done without signifi-
cant political commitment and a coordinated strategy that involves citi-
zens at all levels of society and the health system.

Assess Local Conditions
Because every country faces unique challenges in improving the health of
its mothers, maternal health officials must rely on needs assessments to
guide their program designs. An intervention that works in one setting
may not be effective in another.37 In some countries, for example, most
women deliver their babies at home with unskilled attendants. Programs
in these countries might need to focus on helping families and traditional
birth attendants to recognize life-threatening complications and to refer

that affect women’s pregnancies, such as malaria, tuber-
culosis, hookworm infection, iodine deficiency, and sexu-
ally transmitted infections, including HIV/AIDS;7

� Providing tetanus toxoid immunizations, which protect 
infants;

� Screening women for domestic violence and providing 
appropriate counseling and referral;8

� Providing voluntary HIV testing and counseling;9 and
� Providing information about breastfeeding and 

contraceptives. 

For a woman to obtain antenatal care, she must be able to
leave her ordinary duties, which include childcare, house-
work, and other tasks. Some programs have attempted to

build support for women’s temporary absences from
household and professional chores and to inform women,
their families, and communities about the importance of
seeking antenatal care. An evaluation of a safe motherhood
information, education, and communication program in
Pakistan, for example, found that there was a marked im-
provement in knowledge regarding preventive measures
that women should take during pregnancy.10

Because of the high prevalence of pregnancy-related 
domestic violence, some experts contend that all women
attending antenatal care should also be screened for 
domestic violence.11
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these cases to health centers equipped to handle obstetric emergencies. In
other countries, women deliver in health facilities equipped to handle
complicated cases, yet maternal mortality ratios remain high. In this case,
policymakers might consider developing and strengthening programs to
upgrade the quality of care and the skills of practitioners who handle
emergency cases.

Government-supported efforts to assess the causes of maternal death and
to formulate national policies to address them can lead to widespread re-
forms in obstetric care. In Mexico, the National Safe Motherhood
Committee responded to a study that analyzed causes of maternal deaths
in three states and indicated that maternal death ratios had increased dur-
ing the 1990s. The study classified deaths according to several factors, in-
cluding socioeconomic conditions and cultural factors, health-related
factors, and reasons that women did not seek care in a timely manner. The
results indicated that most deaths occurred among poor, less-educated
women with limited decisionmaking power and autonomy. The study
showed that these women were less likely to seek out and receive adequate
care. The researchers identified a list of interventions to address the fac-
tors associated with the deaths. The results were presented to local and
national stakeholders, who then incorporated the recommendations into
agendas for addressing maternal mortality at the state level.38 

Strengthen Existing Facilities and Resources 
Effective safe motherhood interventions need to be implemented at all
levels of a country’s health system.39 Research shows, however, that in
many settings, improving services that already exist, investing in upgrad-
ing the skills and competence of health care providers, and enhancing re-
ferral systems can have significant impact.40 The most successful
programs are enacted as part of a coordinated effort and with commit-
ment at both the community and government levels. 

Experts recommend that for every 500,000 people, there should be four fa-
cilities offering basic emergency obstetric care (BEOC) and one facility of-
fering comprehensive emergency obstetric care (CEOC).41 Basic emergency
obstetric care, normally provided in health centers and small maternity
homes, includes administering special drugs and performing lifesaving pro-
cedures.42 Providing comprehensive emergency obstetric care, usually de-
livered in district hospitals, means being able to provide Caesarean section
deliveries and blood transfusions, in addition to the BEOC functions.

In order to manage obstetric complications, a facility must have trained
staff and a functional operating theater, and must be able to administer
blood transfusions and anesthesia. District hospitals and health centers
can often become capable of providing emergency obstetric care (EOC)
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by making just a few changes to
their existing resources: renovating
an existing operating theater or
equipping a new one; repairing or
purchasing surgical and steriliza-
tion equipment; converting unused
facilities within hospitals or health
centers into a basic or comprehen-
sive EOC facility; training doctors
and nurses in lifesaving interven-
tions; and making better use of ex-
isting resources. To tend to
complicated deliveries, staff must
be available to manage obstetric
emergencies around the clock.

Sri Lanka provides an example of
a country that has made signifi-
cant improvements in maternal health in the past 50 years despite low
levels of resources. In the 1920s, when the maternal and child health pro-
gram began in Sri Lanka, the maternal mortality ratio was very high. For
every 100,000 live births, there were an estimated 2,200 maternal deaths. 

A nationwide expansion of the health care and transportations systems,
high female literacy, and the relatively high status of women are credited
with a decline in maternal mortality. Eighty-eight percent of adult women
are literate, and girls have access to free education up to the university
level. The age of marriage and proportion of women using contraceptives
are also higher than the regional norm. Furthermore, most deliveries take
place in health facilities that participate in a system to refer women who
need special care. Finally, more than 96 percent of deliveries in Sri Lanka
are overseen by skilled attendants.43

Today, although a third of the population is estimated to live below the
poverty line and the annual income per capita is only about US$700,44 Sri
Lanka has a maternal mortality ratio that is lower than most in the region.
There are now an estimated 60 maternal deaths per 100,000 live births.45

Monitor Progress
While maternal mortality levels are difficult to measure,46 countries benefit
from making efforts to assess the extent of maternal mortality and morbid-
ity. Statistics revealing the extent of maternal mortality can inspire those
who make decisions about maternal health to act. Estimates of maternal
death such as the maternal mortality ratio (MMR) are not useful tools for
assessing progress in the short term or for making comparisons between

Effective safe motherhood interventions need to be implemented at
all levels of a country’s health system. For example, this regional
maternity center in the district of Zaghouan, Tunisia, is part of a
system that also provides maternity care to women in remote 
regions through mobile health clinics.

Photo removed for
copyright reasons.
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countries.47 Program managers can assess how maternity care programs
perform, however, by investigating the underlying causes of maternal mor-
tality, and by monitoring progress with a variety of process indicators.

Reducing maternal deaths requires political commitment—from policy-
makers, from professionals in both public and private health services, and
from communities. Sometimes this commitment is won when a shocking
report about maternal deaths is published. In the United States, for ex-
ample, public outcry in the early 1930s following media reports about a
study of maternal deaths in New York City galvanized the medical com-
munity to address the high number of deaths.48 The study reported that
nearly 66 percent of deaths could have been prevented if “the care of the
woman had been proper in all respects.” Some experts have suggested
that this report may have been an important factor in the decline in ma-
ternal mortality after 1933.49 At that time, there were more than 600 ma-
ternal deaths per 100,000 live births in the United States,50 a level of
maternal mortality similar to that of Bangladesh today.51 Within five
years of the study’s publication, maternal mortality committees were
formed all over the United States to investigate maternal deaths and to
analyze how they could be prevented. 

Nonetheless, measuring maternal mortality accurately is a challenge. Most
experts believe that global and country estimates of maternal deaths are
too low. In fact, some studies estimate that the actual number of maternal
deaths is double or triple what is reported.52 A large part of the problem is
that national-level data are hard to obtain. Population-based surveys of
maternal deaths are expensive since very large populations must be sur-
veyed in order to get accurate estimates. Furthermore, in some less-devel-
oped countries, official records do not list maternal causes as a reason for
death. In addition, many women die outside the health system, which
means that their deaths may either go unrecorded or are misclassified.53

Deaths that take place after delivery, for example, are not always recorded
as linked with childbirth. Shame and embarrassment compound these
problems. As a result, many maternal deaths go unrecorded—especially
deaths from illegal abortions (see Box 1, page 8).

Analysts and advocates often use the maternal mortality ratio—the num-
ber of maternal deaths per 100,000 live births—to describe the magni-
tude of maternal deaths in a country. Experts warn, however, that there
are large margins of uncertainty associated with calculating MMRs, and
thus they should not be used to monitor trends in the short term. Com-
parisons of MMRs across countries or over time may also be misleading
because different methodologies may have been used to derive the esti-
mates. (To learn more about monitoring progress, see the Appendix on
Technical Resources, page 33.) 
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Making information about maternal deaths available to policymakers has
been shown to fuel high-level commitment. Clinical audit, or a systemat-
ic and critical analysis of the quality of medical care,54 can provide infor-
mation on why maternal deaths occur and how to prevent them.55 One
type of audit investigates circumstances surrounding individual maternal
deaths.56 These audits carefully explore the “road to death” that individ-
ual women take—including the accounts of family members and health
care providers—to try to lower the likelihood that other women do not
share their fate. These investigations can be done on a confidential basis
to ensure that no individuals are blamed.57 Another type of audit investi-

Box 3. Many Obstacles to Receiving Care: Tahera’s Story

The story below was told by Ms. Khukumoni Adhikari, a
field trainer-nurse who is part of a project in Bangladesh
that provides education about the importance of emer-
gency obstetric care. Tahera’s story illustrates the interre-
lated nature of all four Delays.

Tahera Khatun Bulbuli, age 14 when interviewed, was a
housewife from a poor family living in the village of
Patuakol in Bangladesh. Tahera became pregnant within
two years of her marriage to Mehedi. When she was nine
months pregnant, she experienced labor pain and a severe
headache. 

When Tahera informed her husband Mehedi, he reported
the symptoms to his mother, who advised him to go to a
spiritual healer for a talisman and holy water. The healer
was not at home, and when Mehedi returned, he found
Tahera having convulsions. Mehedi’s uncle Moksed ar-
rived and advised him to call in Samad Munshi, a ho-
meopathy practitioner. The homeopath gave Tahera
medicine, but after taking it, her pain increased. Amena
Khatun, a dai (traditional birth attendant) was called. The
dai tried to help Tahera until 11 p.m., but it was in vain.

Tahera’s convulsions worsened. Mehedi went to his cousin
Anwar Hossain for help. Anwar Hossain summoned a vil-
lage healer called Dabirul, who was also a pathology tech-
nician. Dabirul came at midnight to see Tahera, who was
convulsing. She was alone, because everyone thought a
spirit had possessed her. The pathologist gave her an in-
jection and promised to come back the following day to
treat her with saline if her condition remained unchanged.
But Tahera’s condition worsened during the night.

Dabirul was called in again and treated her with another in-
jection of saline. When Tahera fell unconscious, Mehedi
wanted to carry her to the hospital. But neighbors argued
that the baby had already died in the mother’s womb, and
thus it was not necessary to take her to a hospital. They
said the family should try to deliver the dead baby at home. 

Finally, Mehedi hired a van to take Tahera to the hospital.
But Abul Hossain, a village elder, intervened, arguing that
Mehedi should get Tahera’s parents’ permission, and cau-
tioning him about the expense of hospitalization. Mehedi
was intimidated, so another night passed without any real
intervention.

Early the next morning, Tahera had convulsions again and
began foaming at the mouth. Her husband remembered
seeing a person with similar untreated symptoms die, so he
summoned the traditional birth attendant (TBA), and a
van. The TBA, who had received training in how to recog-
nize danger signs and where to send women when compli-
cations develop, urged Mehedi to take Tahera to the
hospital. But the van driver they recruited said, “My van is
open, I cannot carry this woman.” The desperate husband
offered him more money. When Tahera was lifted into the
van, some members of the community tried to intervene,
but this time the TBA and Anwar Hossain refuted their
argument. After they had traveled for 30 minutes, they
met an acquaintance driving a microbus and transferred
Tahera to the swifter form of transportation. At the hospi-
tal, the doctor on duty examined Tahera immediately, ad-
mitted her, and prescribed the necessary medicines. An
hour after her admission, Tahera safely delivered a healthy
baby daughter.
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gates whether the care that patients received at a health facility matched
established standards of care.58 Researchers are also developing a new ap-
proach, the “near-miss audit,” which investigates how women with near-
ly fatal obstetric complications survived (see Box 3, page 17).59

Program managers can monitor progress using “process indicators,” which
measure how well the health system is providing maternity care.60 These
indicators are less expensive and simpler to collect on a regular basis than
maternal mortality ratios. Thus, they are useful for short-term and regular
monitoring. The most widely adopted process indicator is “skilled care at
delivery,” whether a pregnant woman is provided with professional care
during labor, birth, and the postpartum period.61 In 1999, the United
Nations General Assembly recommended that countries use this indicator
as a benchmark indicator to measure progress toward reducing maternal
mortality. As Figure 3 shows, there is a strong association between skilled
care at delivery and lower levels of maternal mortality. Of course, this
care is complete only if the skilled attendant is supported by adequate
supplies, equipment, and infrastructure, as well as an efficient and effec-
tive system of communication, transport, and referral.62
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“Not simply because these are women in the prime of their lives ...
not simply because a maternal death is one of the most terrible ways
to die ... but above all because almost every maternal death is an
event that could have been avoided, and should never have been al-
lowed to happen.”63

—Mahmoud Fathalla, past president, the International Federation of
Obstetrics and Gynecology

An increasing array of programs help women overcome the obstacles
they face in obtaining skilled delivery care when life-threatening emer-
gencies arise. The programs described below address the barriers that
delay women from seeking or receiving lifesaving care, and offer strate-
gies to lower the risks that women face.64 Each of these programs exists in
a specific context, but may provide lessons that can be adapted to other
nations or health systems. While standards for measuring maternity care
programs are still being developed, the programs highlighted below all
had positive evaluations.

Delay One. Recognizing Danger Signs
Many women fail to seek care because they and their families or care-
givers do not recognize the signs of life-threatening complications of
pregnancy and childbirth. Furthermore, some conditions pose serious
threats only in their most extreme form. It is especially hard to recognize
when excessive bleeding and prolonged labor become life-threatening.
Even when a condition is recognized as serious, women, their spouses,
and family members are not always certain what to do.

In Guatemala, a community-based information, education, and commu-
nication project aimed to improve indigenous women’s abilities to recog-
nize danger signs and to act appropriately in emergencies. The project
used radio education and participatory group meetings to convey infor-
mation. A radio soap opera described the severe complications that
women should know about, and the project mobilized groups of Mayan
women to talk about how to recognize danger signs and what to do about

Programs That Promote
Maternal Health and Survival

Program
s That Prom

ote M
aternal Health and Survival
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them. A project evaluation demonstrated that the women who participat-
ed in the group meetings had increased knowledge of how to recognize
many of the major complications of pregnancy and childbirth, including
hemorrhage, obstructed labor, and hypertensive disorders.65

In many communities, there are established norms about the childbirth
pain and bleeding that women are expected to experience.66 In Bolivia, for
example, women of the Aymara and Quechua indigenous groups see
bleeding as a cleansing process. Because of this perception, excessive
bleeding may be allowed to continue far too long.67 Researchers identified
this belief during formative research for a community-based safe mother-
hood intervention, and the information was used to develop a health com-
munication plan for those communities.68 The project then developed
posters, pamphlets, and radio soap operas to help health care providers 
educate women and their families about danger signs and what to do when
complications develop.

Excessive bleeding due to retained placenta is the leading cause of mater-
nal mortality in Nicaragua. The story below is about a woman who ar-

rived at the health center in El Cua, a district in
Jinotega, Nicaragua, in November 2000.69 She survived
because the woman who assisted at her delivery recog-
nized that she was in danger. The story was told by a
visitor to a project that worked to improve quality of
delivery care in several health centers in Nicaragua.
(For more information about the project, see Delay
Four, page 29.)

When Leonor Zelaya gave birth to her first child at
her home in the small village of Arenal, the traditional
birth attendant (TBA) who assisted at the delivery re-
alized there was a problem. The TBA knew that when
a woman’s placenta does not emerge within 30 min-
utes of her baby’s birth, she is at risk of a life-threat-
ening hemorrhage. The TBA sent the woman’s
brother to the health center in El Cua to request help.
Mrs. Zelaya’s brother walked to a highway, flagged
down a passing vehicle, and went to the health center

to report the problem. The health center sent an ambulance to evacuate
the mother. Within an hour and a half of her delivery, the woman arrived
at the health center, where a physician treated her immediately according
to the protocols established by the project. By the time that the visitors
left the clinic, Mrs. Zelaya was resting comfortably, breastfeeding her new
baby son. 

The goal for every mother is to see her
baby resting comfortably, like this new-
born in Matagalpa, Nicaragua; yet
sometimes delays in recognizing complica-
tions put mothers and newborns at risk. 

Photo removed for
copyright reasons.
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Part of problem recognition includes knowing what to do when complica-
tions arise. In Karachi, Pakistan, an information, education, and commu-
nication campaign raised awareness in the community about danger signs
and the importance of swift referral to a health
facility equipped to handle obstetric emergen-
cies. The program, which trained providers in
counseling skills, also established a referral sys-
tem to link the community to a nearby hospital.
An evaluation of the counseling for pregnant
women and their spouses, which included the
need to have an emergency plan, revealed an
improvement in people’s knowledge of preven-
tive measures during pregnancy; for example,
the importance of discussing and receiving per-
mission from family elders or husbands, or
both, for referral to a hospital in the event of an
obstetric emergency.70

Policy solutions. Successful programs 
address Delay One by
� Raising awareness in communities about signs of life-threatening

complications; and
� Educating women, their partners, and their families about when and

where to seek care for complications. 

Delay Two. Deciding to Seek Care
Even when women recognize life-threatening complications, they may fail
to seek care quickly enough. Often, women do not make these decisions
alone; other family members, members of the community, or traditional
birth attendants may also fail to make timely decisions about the need to
seek care. This hesitation to act may result from mistrust of health
providers—fear of receiving poor quality or dehumanizing care—or wor-
ries about the cost of services. In some countries, women are reluctant to
seek care because they prefer to see female health care workers. In settings
like rural Pakistan, where there are few female practitioners, women’s
modesty may prevent them from seeking potentially lifesaving care.71

The story of Tahera (see Box 3, page 17), a young woman in Bangladesh,
illustrates how many factors can contribute to poor decisionmaking:
� Inability to recognize danger signs of life-threatening complications;
� Poor knowledge of where to receive care for complications;
� Inability of the husband to decide what to do because of his lack of

knowledge;
� Inefficient decisionmaking process due to community power structure;

Members of the White Ribbon Alliance for Safe
Motherhood in Nepal developed an education
campaign to raise awareness about signs of com-
plications that can occur before, during, and after
childbirth.  
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� Initial reliance on ineffective local remedies;
� Fears about the potential costs involved in 

emergency maternity care;
� Community opposition; and
� Transportation problems. 

Yet the story had a happy ending, in part because the
traditional birth attendant who helped get the young
woman to the hospital had received education about
the importance of emergency obstetric care. The proj-
ect that provided this training educates TBAs, service
providers, and other community members to identify
barriers; provides information; and creates an environ-
ment that enables women and their families to access
emergency obstetric care at the Thana (district) level.
Promoting the rights of women is also an integral part
of improving women’s access to essential obstetric care
in Bangladesh.

Tahera’s story also illustrates that men may be offered poor advice when
their wives develop complications.72 In many settings, male partners and
relatives of women make the crucial decisions about whether or not to
seek care, a dangerous situation when they are ignorant of danger signs
and how to go about seeking care (see Box 4).73

Cost can be a significant barrier to the decision to seek lifesaving care. In
many settings, there are unexpected costs associated with obstetric emer-
gencies.74 A study of household health expenditures in Morocco, for exam-
ple, found that a significant percentage of people who used public services
incurred substantial costs even though the user fees are supposed to be low
in public facilities.75 Women had to dip into personal and family savings to
pay for drugs, exams, surgical and x-ray fees, as well as other expenses as-
sociated with the hospital stay. 

Some countries have developed community insurance systems to ensure
that cost is not a deterrent to seeking care. In Indonesia, for example, the
Ministry of Health Safe Motherhood Project introduced a system of
vouchers (Target-based Performance Contracts) to encourage the use of
midwives’ services by low-income villagers in 10 districts in Central Java.
The project provided eligible households with books of coupons for
health care services from these government-trained midwives. The
coupons were vouchers for maternal health care services such as antenatal
care, delivery care, and postpartum and newborn care, as well as for other
health care services for the whole community. Village midwives received
compensation for each coupon and were also entitled to receive payment

Programs that educate communities how
to seek care for complications of pregnan-
cy and childbirth in a timely way can save
many lives. In Bangladesh, a project is
working with TBAs and others to respond
more quickly to emergencies. 
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Box 4. Gender Roles and Safe Motherhood
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“No one told me. I didn’t know
it was possible for my wife to die
in childbirth. Men would do
more if they knew the risks.”1

— Indonesian man whose wife 
died in childbirth 

Gender roles influence maternity care.
When complications of pregnancy
and childbirth develop, women are
often not able to make decisions about
their care. This places male family
members and community members in
decisionmaking roles. However, men
often make poor decisions about seek-
ing care during pregnancy and child-
birth, in part because they do not
understand the dangers involved.
Results of a survey of men’s involve-
ment in reproductive health programs
in India, Pakistan, and Bangladesh
highlighted that men base decisions
on conventional ways of managing
health matters, such as an economic
assessment of the situation.2

Research suggests that if men were
better educated about danger signs
and what to do about them, they could
play a lifesaving role during pregnancy
and childbirth.3 In Nigeria, for exam-

ple, a study found that women in
Osun State were not receiving neces-
sary care during obstetric emergen-
cies. Part of the reason was that men
were making the major decisions
about their wives’ use of health care.
Subsequently, the Centre for
Research, Evaluation Resources and
Development designed a project to
educate members of the communi-
ties about danger signs, what can be
done to address them, and what role
husbands should play.4 The project
disseminated information through
radio, television, newspapers, local
“cooperative societies,” handbills,
town criers, churches and mosques,
and posters. An evaluation found the
communication effort successful, espe-
cially because it sparked significant
discussion in the community. The ma-
jority of men reported that they were
“persuading friends and relatives to
take proper care of their wives in 
pregnancy.”

Women are often not empowered to
make decisions about seeking mater-
nity care. But seeking care is just one
aspect of safe motherhood. In many
countries, women have little educa-
tion, poor nutrition, limited decision-

making power, few resources, and in-
adequate access to social services.5 As
Shireen Jejeebhoy explained at the
1997 Safe Motherhood Technical
Consultation in Colombo, Sri Lanka,
“empowerment is critical to women’s
health because it enables women to:
articulate health needs and concerns;
access services with confidence and
without delay; and seek accountabil-
ity from service providers and pro-
gram managers.”6

Programs and policies that support
educational, economic, and political
opportunities for women all con-
tribute to making motherhood safer.7
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for each mother they referred to a higher level of care. The
midwives received payment if they accompanied mothers to re-
ferral centers. Evidence from an evaluation in 2000 suggests
that the program stimulated the use of village midwives’ serv-
ices by those who received coupons.76 In addition, the client
contact promoted by the coupons seems to have helped many
village midwives establish their practices more quickly. 

Bolivia has also made efforts to address the issue of maternity
care costs. In 1996, a study found that only 60 percent of all
births were attended by a skilled provider, and more than half of
the population was not using formal health services, mainly be-
cause services were perceived as too costly. For women, cost was
a major barrier to obtaining appropriate medical care; those giv-

The government of Bolivia 
established a national Mother-
Child Insurance Program to 
encourage use of health services.

Box 5. Adolescent Mothers: A Group With Special Needs

When a young woman between ages 15 and 19 becomes a
mother, her health and that of her child are often threat-
ened. The numbers reveal the heightened risk: Women
under age 17 are more likely to experience premature
labor, miscarriage, and stillbirth, and they are up to four
times as likely as women older than 20 to die from preg-
nancy-related causes.1 Because adolescent women have not
yet completed their growth (in particular, their height and
pelvic size), their bodies are often not developed adequate-
ly enough to carry a pregnancy. This puts them at greater
risk of obstructed delivery and prolonged labor, which can
lead to permanent injury or death for both the mother and
infant. Studies indicate that adolescents are much more
likely than older women to suffer from obstetric fistula
(tears between the vagina and the urinary tract or rectum
that cause fecal and urinary incontinence). One study in
Niger found that 80 percent of all cases of fistula occur in
women between the ages of 15 and 19.2 The first two years
after first menstruation are an especially vulnerable age for
adolescents.3

The story below illustrates one Southeast Asian adolescent
girl’s need for access to reproductive health services includ-
ing family planning, and antenatal, delivery, and postpar-
tum care.

A few months after Aziza turned 15 years of age, she mar-
ried and moved into her husband’s home. Her mother had
prayed fervently before she departed that, insha-Allah—
Arabic for “God-willing”—Aziza would present her hus-
band with a son soon to make her position secure in the
household. When, a few months later, Aziza began to feel
sick in the mornings, there was much joy in both families.

As Aziza’s pregnancy progressed, her husband noted she
looked pale and was constantly tired. The doctor con-
firmed that Aziza was severely anemic and was not gaining
enough weight. She was too young to be having a baby, the
doctor said. The doctor warned the family about possible
complications during the pregnancy and delivery, as Aziza
was scarcely more than a child herself and her body had
not yet developed sufficiently.

1. United Nations Children’s Fund (UNICEF), Progress of Nations (New
York: UNICEF, 2000): 17.

2. Judith Senderowitz, “Adolescent Health: Reassessing the Passage to
Adulthood,” World Bank Discussion Paper, no. 272 (Washington, DC:
World Bank, 1995). 

3. Jerker Liljestrand, “Care for Adolescent Pregnancy and Childbirth,”
International Journal of Obstetrics and Gynecology (forthcoming). 

4. World Health Organization (WHO) Regional Office for South-East Asia,
Adolescence: The Critical Phase. The Challenges and the Potential (New Delhi:
WHO, 1997). 
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During antenatal checkups, the doctor warned against a
home delivery, but when Aziza’s contractions began some
three weeks early, Aziza’s mother-in-law did not heed the
warning. Babies had always been born at home. When 14
hours had passed, Aziza was put into a cycle-rickshaw and
wheeled to the hospital.

The labor was complicated because by this time 20 hours
had passed and Aziza’s water had burst hours before
reaching the hospital. Aziza was exhausted and weak. To
save her life, the doctor performed a Caesarean section.
Aziza suffered life-threatening hemorrhage, but she and
her newborn baby girl survived.

The doctor counseled Aziza’s husband against the hazard of
another pregnancy too soon. The health worker explained
contraceptive options for preventing another pregnancy.
Aziza’s husband realized just how fortunate they had been.

“I have made a mistake which must never be repeated in
our family,” he announced to his mother upon returning
home. “Our little Husaina will be breastfed and strong.

She will not have another brother or sister for at least three
years. She will go to school and not be married off before
she is at least 20.”4

While Aziza wanted to have a baby, many adolescents get
pregnant unintentionally. The health risks of pregnancy
for young women are complicated by their lack of access to
information about contraceptives. Because adolescent preg-
nancies are often unintended or mistimed, many young
women choose to terminate the pregnancy. Where legal
abortion services are available, access is often restricted for
teenage girls because of economic, geographic, or cultural
barriers. Regardless of the law, young women are more
likely to seek abortions from untrained providers and to at-
tempt dangerous, late, and often self-induced abortions. As
a result, young women often account for a disproportionate
share of both complications and deaths due to abortions.5

Policies and programs that encourage later marriage and
delayed childbearing and expanded economic and educa-
tional opportunities for girls and women have been shown
to reduce adolescent maternal deaths.6

5. Cynthia Salter, Heidi Bart Johnston, and Nicolene Hengen, “Care for
Postabortion Complications: Saving Women’s Lives,” Population Reports
Series L, no. 10 (Baltimore: Johns Hopkins School of Public Health,
Population Information Program, September 1997).

6. Judith Senderowitz, Review of Program Approaches to Adolescent
Reproductive Health, Poptech Assignment, no. 176 (Washington, DC:
Poptech, 2000).

ing birth in a public facility had to pay medical fees, anesthetic and antibi-
otic costs, and the cost of surgical supplies such as gloves and surgical
drapes. In an effort to improve the quality of maternal and child health
care in the country, the government of Bolivia developed and implemented
the Law on Popular Participation, which among other things established
the national Mother-Child Insurance for Maternity and Childhood
Program to provide free services to pregnant women and children under 5
in over 300 municipalities.77 Under the insurance program, coverage for
pregnant women includes four antenatal visits, hospital delivery, treatment
of obstetric complications, and one postnatal consultation. The program
was advertised through public announcements on radio and television, and
in community charlas, or informal discussions. One year following imple-
mentation of the Popular Participation law, antenatal visits had increased
by 80 percent, deliveries at public health facilities by almost 50 percent,
and hospital treatment of emergency cases by 90 percent.78 An evaluation
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of the insurance program as it completed its second
year of operation found that it had stimulated use of
maternity care. Use of the program was also found to
be strongest among the poor and relatively high for
adolescents, groups that were not previously using for-
mal health services (see Box 5, page 24).79

Policy solutions. Successful programs address Delay
Two by
� Encouraging families and communities to develop

plans of action in case of obstetric emergencies;
� Raising women’s status so that they are empowered

to make critical health decisions;
� Enhancing links between communities and health

care providers;
� Improving relationships between traditional healers and skilled health

care providers;
� Improving the interpersonal skills of health care providers using infor-

mation about how the community defines quality of care;
� Educating women and their families about where to seek care for 

complications;
� Encouraging communities to create insurance schemes to pool the

costs associated with emergency care; and
� Encouraging the use of health care facilities by adolescents, single or

unmarried women, and ethnic and linguistic groups who are reluctant
to use services because of sociocultural barriers.

Delay Three. Reaching
Appropriate Care
Physical, financial, and sociocul-
tural barriers often prevent women
and their families from getting to
care in time. Transportation is a
major barrier in countries where
the geography poses challenges or
where road systems are not com-
prehensive or well-maintained. In
remote areas, vehicles are often
scarce and in poor condition. The
costs of arranging emergency
transportation can be daunting.80

These costs include the price of
hiring a private vehicle and fuel
expenses. The opportunity cost, or

Community members participate in an emergency transport scheme
in an area of Nepal that has few other modes of transportation.

A health care worker in India teaches
community members about the impor-
tance of recognizing heavy bleeding as a
danger sign. Hemorrhage is a major
cause of maternal death.

Photo removed for
copyright reasons.

Photo removed for
copyright reasons.



Making Motherhood Safer    27

loss of productive time of the person accompanying
the sick woman, can also pose an obstacle. In addition,
private drivers are sometimes reluctant to transport 
severely ill women because of the risk that they will
bleed in their vehicles or die en route.81 Some women
die because of inadequate referral systems, and others
die en route to care because the facility or provider is
too far away. 

A range of programs around the world are addressing
these structural barriers. In some countries, pregnant
women from remote areas travel to facilities near hos-
pitals where they plan to deliver. Maternity waiting
homes, which are typically built near hospitals, pro-
vide a place where women can go near the time of de-
livery to have easy access to hospital deliveries.82 In
most settings around the world, however, women in
need of care are transported in ambulances or vehicles
such as buses, pickup trucks, motorcycles, tricycles,
and even bicycles and boats.83 Often the community
gets involved in organizing this effort. For example, in
Tanzania, a community-based reproductive health
project identified transportation as one of the barriers
to maternal survival in two districts in the Mwanza re-
gion in 1998. A qualitative assessment in May 2000 revealed that during
obstetric emergencies the most important barrier women faced was ready
access to inexpensive transportation.84 The project managers developed a
strategy to work with communities in about 40 villages to identify trans-
portation options, develop their own action plans to create functional sys-
tems from the community’s own vision, share innovations from other
communities, and provide assistance and support for problem solving.
During a 14-month period, 35 communities developed transportation
plans. Each transportation plan was different. Some plans involved pur-
chasing and managing reconditioned vehicles, tractors, and motorboats. In
one case, the community relied on a locally manufactured tricycle. In
other villages along Lake Victoria, the communities strengthened existing
response systems by making canoes available for emergency transporta-
tion. Others set up emergency funds. Plans varied according to the eco-
nomic status of the community, access to roads and waterways, and
previous experience working together on development activities.

In the primarily rural northwestern state of Kebbi in Nigeria, a safe
motherhood network enlisted the support of a local bus drivers union, the
Nigerian Union of Road Transport Workers.85 Focus group discussions

A project in the Mwandubi district of
Tanzania designed this bicycle to trans-
port women to emergency obstetric care
services.
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and a village case study had found that shortages of
vehicles and fuel meant that women in need of emer-
gency obstetric services could not get to care. In many
cases, the search for transportation at affordable rates
was time-consuming and required continuous negotia-
tion. After a series of community mobilization meet-
ings organized by the safe motherhood network with
bus drivers and village heads, the union members
agreed to provide transportation for women with ob-
stetrical emergencies during market-day hours. The
members, who received training from the network in

how to transport emergency cases to care as well as certificates and special
stickers for their buses, could be reimbursed for the fuel costs by a safe
motherhood fund created by community members and the network. A
1995 survey found that 13 percent of women who required transportation
for obstetrical care relied on the new system, whereas three years earlier
most women had to pay commercial rates for that service.86

Ministry of health officials who usually deal with safe motherhood issues
have no authority over the transportation system. Upgrading roads to make
sure women have access to emergency obstetric care therefore often de-
pends on the support from other officials. In Enugu State in southeastern
Nigeria, the governor is an obstetrician and gynecologist with special inter-
est in maternal and fetal medicine. Dr. Chimaroke Nnamani worked to im-
prove access to health centers by rehabilitating and constructing new roads
in the various communities and urban areas of the state.87

When communities and providers do not collaborate well, women do not
receive emergency obstetric care promptly. In 1994, an interpersonal
communication and counseling project in Bolivia worked to improve
communication and trust between the community and health care
providers in the state of Cochabamba, so that the two groups would co-
ordinate in times of emergency. The project worked with teams of
providers and tried to mesh medical and community perceptions of high-
quality pregnancy, delivery, and postpartum care.88 An evaluation found
some improvement in the orientation of the providers toward the
clients.89 Providers became more sensitive to the cultural needs of the
clients. They were more likely, for example, to inquire about whether the
clients wanted to have family members present at the delivery and what
delivery position the clients desired. These improvements meant that the
community referred women to care more promptly.

Policy solutions. Successful programs address Delay Three by
� Encouraging communities to create emergency transportation plans;
� Upgrading roads and other transportation systems;

Local taxis participated in an emergency
transport scheme in India.
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� Enhancing referral systems between communities
and health care providers; and

� Establishing maternity waiting homes.

Delay Four. Receiving Care at Health Facilities
Even when women with complications arrive at a
health care facility, they may not receive the care they
need quickly enough to save their lives. Sometimes the
health care facility does not have an efficient system to
make sure that emergency cases are seen promptly.
This is often due to the inability of facility staff to
recognize obstetric emergencies. Shortages of skilled
attendants at health care facilities mean that women
receive substandard care at the moment when they
most need high-quality care. Unfortunately, racial and other sociocultural
barriers may also prevent women from being seen promptly. In Ecuador,
for example, a study found that indigenous women encountered signifi-
cant barriers in obtaining emergency obstetric care at national health cen-
ters from doctors who were members of the dominant ethnic group. The
study’s author concluded that cultural prejudice was the main barrier.90

In addition, health facilities in many less-developed countries are often not
equipped with sufficient supplies, emergency medicines, essential equip-
ment, and blood required to ensure a safe delivery.91 Lack of medical pro-
tocols to guide health care providers and effective supervision also affect
quality of care. 

Several recent studies shed light on why women receive substandard care.
A study in Mexico, for example, found that 50 percent of the maternal
deaths reviewed occurred in facilities where adequate care was not avail-
able.92 In many cases, the facilities were not equipped to handle the compli-
cations, but in other cases, the women were kept waiting so long that their
complications became fatal. (For more on how the government of Mexico
addressed these findings, see “Assess Local Conditions,” page 13.) 

In Egypt, a national-level study of maternal mortality found that 64 per-
cent of maternal deaths occurred in health facilities.93 The study ac-
knowledged that many of these deaths occurred because the women
arrived too late for their conditions to be treated adequately. But the
study also found that 47 percent of the “avoidable factors” associated
with women’s deaths were due to substandard delivery care. In many
cases, no standard referral system was in place, or no protocols were
available for obstetric emergencies.94 As a result of these study findings,
the Egyptian Ministry of Health worked to define a set of health facility
and community-based interventions to address the avoidable factors

High-quality maternal health care
should serve the needs of all women,
such as this new Ecuadorian mother.
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identified. Among the interventions were proto-
cols for delivery care, standards of quality of care,
and special training courses for maternity care
providers. 

A quality assurance project in Nicaragua tried to
address physical and psychological barriers that
prevented women from wanting to visit health care
centers. A study found that only 58 percent of
women visiting health centers in the districts of
Jinotega and Matagalpa, Nicaragua, for antenatal
and delivery care were satisfied with the way
health providers treated them.95 The waiting and
consultation rooms were not conducive to the
comfort and privacy desired by the clients. In ad-
dition, the study found that the staff of the health
centers were unmotivated and lacked knowledge

about what to do in case of obstetric emergencies. Standard protocols to
guide the staff ’s work did not exist. The project introduced modern quali-
ty assurance techniques to make better use of the health centers’ limited
resources. The physicians running the program focused on improving
client satisfaction and strengthening compliance with national standards
for antenatal and delivery care. They redesigned the health center to en-
sure shorter waiting times, trained health workers in how to care for
women with obstetric complications, and introduced new technologies to
help health workers monitor women’s labor and identify danger signals.
Less than a year after the program began, the number of recorded mater-
nal deaths dropped significantly in the two districts in Jinotega where the
project operated. The health center teams increased compliance with ob-
stetric standards from under 3 percent in March 2000 to between 70 per-
cent and 90 percent in November 2000. Finally, exit interviews conducted
in November 2000 by the health unit confirmed that patient satisfaction
had increased to almost 90 percent. 

A pilot project at the Regional Hospital Center of Fada Ngourma in
Burkina Faso paid special attention to increasing access to emergency sur-
gery. Prior research had found that patients’ families had to obtain pre-
scriptions for necessary drugs and supplies, raise money, and then
purchase drugs and supplies prior to surgery. These factors contributed to
the delay in obtaining emergency obstetric care (EOC). To prevent such
delays, the project developed kits containing the necessary drugs and sup-
plies for obstetrical surgery for sale at a reduced price to consumers. The
project also upgraded the operating theater, trained hospital personnel in
EOC, and improved the referral system for EOC with communications

Most maternal and newborn deaths occur with-
in 24 hours of delivery. Timely care can save
the lives of many women and their infants.
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equipment. It also funded supervision, monitoring, and
evaluation. An assessment found that the project was effec-
tive in reducing the delay in obtaining EOC because it im-
proved the capacity of the hospital to provide Caesarean
sections.96 Maternal deaths declined from an average of 21
in 1995 and 1996 to seven in 1997. Only 1 percent of deliv-
eries in Burkina Faso are done by Caesarean section, a rate
that is considered too low. Global standards suggest that a
rate of less than 5 percent indicates that women are not re-
ceiving adequate emergency obstetric care.

In Ghana, the Ministry of Health has integrated postabor-
tion care into its National Safe Motherhood Program and
identified midwives as potential providers for safe and effec-
tive services to women needing care for abortion complica-
tions. Research found that care provided by trained
midwives can save lives. In the past, midwives could only refer women to
the nearest hospital, adding travel time and delaying care. In addition to
providing services to women experiencing incomplete abortions, midwives
provide family planning counseling and services to enable women to pre-
vent future unwanted pregnancies (see Box 1, page 8).97

Policy solutions. Successful programs address Delay Four by
� Upgrading quality of care at health facilities, including improving

providers’ technical and interpersonal skills, motivation, and 
performance;

� Establishing national protocols about how to treat obstetric 
complications;

� Training health facility staff to recognize and admit patients with life-
threatening complications;

� Ensuring adequate and sustainable supplies of emergency medicines,
essential equipment, blood, and staffing levels at health facilities;

� Providing 24-hour service at facilities that provide emergency obstetric
care;

� Enhancing referral systems between communities and health facilities;
� Improving communication between the units providing care in order

to generate more referrals; and
� Ensuring that the national curricula for health providers include prac-

tical components on how to treat obstetrical emergencies.

Health systems need to ensure that
health workers have the skills and
supplies to provide high-quality
maternity care.
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Maternal mortality is preventable.

Research shows that women’s lives can be saved and
their suffering reduced if health systems address seri-
ous and life-threatening complications when they
occur. One of the best ways to do this is to make sure
that women receive skilled care at delivery. Yet,
women face multiple delays in seeking and receiving
lifesaving care when they need it:
� They may not recognize the signs of life-threaten-

ing complications (Delay One).
� They may postpone deciding to seek care 

(Delay Two).
� It may take too long to reach appropriate care

(Delay Three).
� Women may receive substandard or slow care at

health facilities (Delay Four).

Women will stop dying in childbirth when they are able to plan their
pregnancies, give birth under the supervision of a skilled attendant, and
have access to high-quality treatment if pregnancy complications occur.
These improvements are feasible even in low-income settings, but require
continuous and focused improvement of health systems. 

Making motherhood a safer time in women’s lives requires commitment
at all levels: in the home, in the community, in the clinic, in the country,
and at the international level. This is a commitment to reducing in-
equities, improving women’s autonomy, and ensuring that motherhood is
a safe, joyful, and rewarding experience.

Making motherhood a safer time in women’s
lives requires commitment at all levels.

Conclusion
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Several manuals provide guidance for program man-
agers on assessing the needs of their particular context
for maternity care. 

The websites listed here provide information about
conducting needs assessments and about maternal 
survival programs around the world.

Manuals

Assessing Safe Motherhood in the Community: A Guide for
Formative Research. Washington, DC: MotherCare,
September 1998.

Awareness, Mobilization, and Action for Safe Motherhood: A
Field Guide. Washington, DC: White Ribbon Alliance for
Safe Motherhood, 2000.

The Design and Evaluation of Maternal Mortality Programs.
New York: Columbia University Center for Population and
Family Health, School of Public Health, 1997.

Guidelines for Monitoring the Availability and Use of
Obstetric Services. New York: UNICEF, October 1997.

Integrating Reproductive Health Into NGO Programs, Vol. 2:
“Safer Motherhood for Communities.” Boston: Family
Planning Service Expansion and Technical Support
(SEATS) Project and Initiatives, Inc., 1999.

Managing Complications in Pregnancy and Childbirth: A
Guide for Midwives and Doctors. Geneva: World Health
Organization, 2001. 

Manual for Policy Makers and Trainers: A Life Saving Skills
Training Program Process. Washington, DC: American
College of Nurse-Midwives, 1998.

Maternal and Newborn Care: A Reference Manual for
Program Managers. Atlanta: CARE, 1999.

Safe Motherhood Needs Assessment. Geneva: World Health
Organization, 1998.

Web Resources 

American College of Nurse-Midwives
www.acnm.org

Centers for Disease Control and Prevention
www.cdc.gov/nccdphp/drh/mh.htm

Family Care International
www.familycareintl.org/

International Federation of Gynecology and Obstetrics
www.figo.org/

Maternal & Neonatal Health (MNH) Program at the 
JHPIEGO Corporation
www.mnh.jhpiego.org

MotherCare project of John Snow, Inc.
www.jsi.com/intl/mothercare/home.htm

Population Reference Bureau
www.prb.org

RPMM Network 
www.rpmm.org

Reproductive Health Outlook, annotated bibliography on
safe motherhood 
http://rho.org/html/safe_motherhood.htm

Safe Motherhood Inter-Agency Group (IAG)
www.safemotherhood.org 

United Nations Population Fund
www.unfpa.org/tpd/mmupdate/
www.ammd.hs.columbia.edu

The Unmet Need for Major Obstetric Interventions
Network
www.uonn.org

White Ribbon Alliance
www.whiteribbonalliance.org

World Bank: Reproductive Health at a Glance
www.worldbank.org/hnp

World Health Organization
www.who.int

Appendix: Technical Resources

Appendix : Technical Resources
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